Painful peripheral tumours were known to Hippocrates and Galen (Greig, 1928) and were described by a number of eighteenth century anatomists and surgeons (Stout, 1935) . The first clear description of the severe paroxysmal pain, so characteristic of the glomus tumour, was given by Wood (1812). The common subungual variety of tumour was first described by Kolaczek (1878), and it was from three such lesions that Masson (1924) Postoperatively a tender haematoma formed in the tumour cavity, but this soon resolved and healing was uneventful, the patient being dischareed on the 12th postoDerative dav. She was followed up for a further 10 months in the outpatient denartment during which time she conplained of persistent, though less severe, pain and tenderness of the right lower leg. The swelling was much reduced. An insole was prescribed for a right dropped plantar arch.
Painful peripheral tumours were known to Hippocrates and Galen (Greig, 1928) and were described by a number of eighteenth century anatomists and surgeons (Stout, 1935) . The first clear description of the severe paroxysmal pain, so characteristic of the glomus tumour, was given by Wood (1812) . The common subungual variety of tumour was first described by Kolaczek (1878) , and it was from three such lesions that Masson (1924) outlined the histological appearances of the tumour.
Infiltrating subcutaneous lesions were not described until 1942 (Murray and Stout) , and Kohout and Stout (1961) Postoperatively a tender haematoma formed in the tumour cavity, but this soon resolved and healing was uneventful, the patient being dischareed on the 12th postoDerative dav. She was followed up for a further 10 months in the outpatient denartment during which time she conplained of persistent, though less severe, pain and tenderness of the right lower leg. The swelling was much reduced. An insole was prescribed for a right dropped plantar arch.
She was referred back to the outpatient department in July 1970 when she complained of severe paroxysmal pain in the right leg and requested amputation. Examination of the leg was almost impossible since she could not bear it to be touched and produced a hysterical outburst. As the symptoms seemed to be disproportionate to the physical findings a psychiatric opinion was sought. Psychiatric examination showed no evidence of a hysterical personality and this led to a careful reappraisal of the previous admission and follow-up on the initial pathological condition.
Meanwhile opinions had been sought in Britain and the United States about the origin of the tumour. No definite conclusions had been reached but it was thought to be a vascular neoplasm of low grade malignancy, and possibly a malignant glomus tumour. The presence of "clear cell" areas in some parts of the tumour had raised the possibility of a clear cell sarcoma of aponeuroses (Enzinger, 1965) but Enzinger examined the slides and denied this.
The patient was readmitted to hospital in October 1970. Physical examination showed a 2-cm wasting of the right calf, the right leg being markedly tender up to the level of the patella with scattered trigger points, particularly around the ankle, where there was puffy induration both medially and laterally. There was some pitting oedema over the dorsum of the foot. Extensive haematological investigations and x-ray studies showed nothing abnormal. A right above-knee amputation was performed in November 1970 and the postoperative course was uneventful, the patient being discharged on the 23rd postoperative day. At the time of writing she St. Bartholomew's Hospital, London J. S. P. LUMLEY, F.R.C.S., Lecturer in Surgery A. G. STANSFELD, F.R.C.PATH, Consultant Pathologist was pain free and walking well on a pylon before receiving a definite prosthesis.
Examination of the amputation specimen (Fig. 1) showed an illdefined red tumour lying deep to the Achilles tendon, tumour nodules mingling with adjacent adipose tissue. A number of separate tumour masses were also present in both superficial and deep fascia, the most proximal being attached to the tibia 12 cm above the lateral malleous. Histological examination of the tumour showed regular polyhedral cells grouped around blood vessels (Fig.  2) (Babbini et al., 1944 Chronic hydrocephalus of the communicating type has been observed to develop in adults after subarachnoid haemorrhage (Barnett, 1969; Galera and Greitz, 1970) , head injury, meningitis, and in cases of widespread meningeal cancer. In some cases it arises without apparent cause (Adams, et al., 1965; Hakim and Adams, 1965; Hill et al., 1967; Lancet, 1970) , when clear evidence of raised intracranial pressure is characteristically absent. Hakim and Adams emphasized this latter feature by coining the phrase "normal pressure" hydrocephalus. Patients in their series showed progressive dementia, incoordination of the limbs, incontinence, and in some instances a disturbance of gait.
We describe two cases in which the symptoms, radiological findings, and response to ventriculoatrial shunt operation identified them as examples of the disease which Adams described. Unlike Adams's cases, however, these patients presented because of difficulty in walking.
Case 1
A 63-year-old storeman was referred for surgical treatment of tetraparesis thought to be due to cervical spondylosis with myelopathy. He gave a history of progressive weakness of the hands and legs for about six months, with slowing and weakness of gait such that he had given up his job, though he could still get about the house and go for short walks. He had noticed tingling and patchy numbness in both hands and complained that his feet felt perpetually cold. Micturition had become precipitant. There was no clear history of confusion or undue forgetfulness or any helpful past medical history.
Neurosurgical Unit,. Frenchay Hospital, Bristol JAGDISH C. CHAWLA, F.R.C.S., Senior Registrar JOHN WOODWARD, F.R.C.S., Senior Registrar Examination showed an expressionless, depressed-looking elderly man who was slow to perform simple bedside tests of mental function but could calculate accurately. The chief findings related to the limbs, tone being universally increased and movements stiff and sluggish. Moderate weakness was found in the distal musculature of the arms, particularly the left, and throughout both legs. Tendon reflexes were brisk and the plantar responses normal. Pinprick sensation in the left face and limbs was subjectively dulled. His gait was slow, shuffling, and stooped, reminiscent in some regards of the Parkinsonian gait. He could only just get about without help and spent his waking hours sitting in a chair doing nothing. His speech was thick and slurred.
Plain x-ray appearances of the skull and cervical spine were normal but an iophendylate myelogram showed partial obstruction to flow by posterior "humping" of the C4-5 and C5-6 intervertebral discs. The lumbar C.S.F. contained 92 mg of protein/100 ml.
Although we thought that myelopathy due to cervical spondylosis was contributing to this picture it seemed that other factors were at work. On that basis he underwent lumbar air encephalography, which showed moderate enlargement of the lateral ventricles, the left being more widely dilated than the right. Air circulated poorly over the convexities, indicating blockage to flow in the basal cisterns, so that the appearances were those of communicating hydrocephalus of moderate degree. A Pudenz ventriculoatrial shunt was installed and he was discharged from hospital 10 days later, substantially unchanged.
At outpatient review six months later noticeable improvement had taken place in all regards. He was back at work performing light duties and reported that he could walk long distances without effort or pain. He said he was a "different man" since the operation. His demeanour was vastly more animated and cheerful, his facial expression was normal, and he gave prompt, pertinent responses to questions and instructions. Power and tone were normal in the arms except for slight residual weakness of left grip and of dorsiflexion at the left wrist. Normal power and very slight residual spasticity were present in the legs. The tendon jerks, including the jaw jerk, remained universally brisk. Fine movements of the fingers were slow but other movements were rapid and precise. His gait had improved strikingly to become swift, dynamic, and free of stoop.
Case 2 A 68-vear-old retired Admiralty clerk gave a history of lumbar backache and progressive impairment of gait for three years, and he was referred for investigation of possible lumbar spinal stenosis. The lumbago was central and dull, "like toothache," and independent of posture or activity. There was no classical radiation.
Concurrently, gait had become awkward and uncomfortable, with
